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Physiotherapy students’ attitudes toward working with people with dementia: a crosssectional survey

ABSTRACT
Aims: To understand personal, educational and clinical experiences and the attitudes of
physiotherapy students towards people with dementia.
Methods: Online survey questionnaire. Physiotherapy students in the last year of a two-year
Masters of Physical Therapy (MPT) entry-to-practice degree program (n=59) were surveyed.
Descriptive statistics were used to analyze the data.
Results: Fifty-five students participated (93%). The majority of students (n=52/55, 77%) had at
least one clinical placement working with people with dementia. Overall, 53% (n=29/55) felt
their academic training was sufficient to effectively work with people with dementia. Moreover,
82% (n=45/55) reported their confidence was greatest working with people who could
communicate well verbally.
Conclusions: Disease-based knowledge was strong, yet just over half felt their academic training
was sufficient to effectively work with people with dementia. The findings support the need for
more training, particularly in communication strategies, to support students to effectively work
with client with dementia upon graduation.
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INTRODUCTION
Dementia is a set of diseases that result in progressive symptoms of memory loss,
difficulty thinking or problem solving and a reduced capability to complete everyday tasks.1
Globally, 35.6 million people are estimated to be living with dementia and that number is
expected to double by 2030.2 Importantly, the majority of people with dementia live in the
community and will come into contact with healthcare professionals through many care settings.1
The combination of a growing percentage of adults over the age of 65 years and the increasing
prevalence of dementia makes it imperative that healthcare providers have the knowledge, skills
and empathy to work with older adults with dementia.
Balance, gait and mobility problems are common and progressive in dementia.3,4
Physiotherapists have an integral role to play in the provision of interventions to remediate these
problems to improve mobility, independence and to positively impact both the person with
dementia and their caregiver's quality of life.5–8 Exposure to working with people with dementia
varies with the clinical practice setting, physiotherapists working in skilled nursing facilities
have reported a caseload of 43% people with dementia 9 and inpatient geriatric rehabilitation up
to 35% 10.
The provision of competent care to people with dementia has been acknowledged as a
global challenge for healthcare providers.11 Lusardi and Wong surveyed a sample of
physiotherapists and found the majority had inaccurate information and also lacked knowledge
about Alzheimer’s disease.12 Additionally, physiotherapists report increasingly negative attitudes
towards working with people with dementia as the disease progresses. 9 Healthcare professionals
have also identified a range of cognitive and behavioural symptoms of dementia that adversely
influence therapeutic interventions 13,14, importantly a majority of physiotherapists report a lack
of skills to work or modify treatment in response to these symptoms.9 Importantly, Travers et al.
3
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demonstrated self-confidence and dementia education were important in shaping positive

attitudes and care practices towards people with dementia.
Attitudes are the sum of beliefs, past experiences and feelings in regard to a concept,
person or object that can influence behaviour.9 Negative attitudes, or at the very least nonpositive attitudes, toward people with dementia have been found not only in practicing healthcare
professionals, but also in medical 16 and nursing students 17. Personal, educational and clinical
experiences are key areas that influence students’ attitudes during their training prior to
graduation.17,18 That is, positive experiences in these areas lead to more positive attitudes. Nonpositive and negative attitudes are influenced by a lack of knowledge of the disease and
subsequent lack of confidence in treating, communicating, and managing a person with
dementia.15 Students who are not sufficiently trained may rely on their own experiences,
stereotypes and prejudices as a basis for their attitudes.19 Importantly, a structured intervention
program to enhance doctoral physiotherapy students perceived sufficiency of knowledge and
skill related to dementia resulted in greater confidence and predicted willingness to work with
older adults.20
An understanding of physiotherapy students’ perceptions of working with people with
dementia and the experiences that inform their attitudes, both outside and within their clinical
training, has limited research. As the number of people with dementia increase, physiotherapy
students will have direct contact with people with dementia across all clinical settings (e.g., acute
care, rehabilitation hospital, and outpatient community settings) during training and will need to
be able to work with this patient group upon graduation. By assessing and understanding if
students believe they have sufficient education, knowledge and confidence to provide care to
people with dementia, we can ensure that training experiences are provided in a meaningful way
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and lead to competent practitioners upon graduation. The objectives of this study were: 1) to
assess what physiotherapy students think about working with people with dementia, 2) to
describe personal, educational and clinical experiences of physiotherapy students towards people
with dementia, and 3) to assess physiotherapy students perceptions about the dementia content in
their course on reflection of their clinical placements.
METHODS
Study Design
This was a cross-sectional study using a Web-based survey of students in the entry-level
Masters of Physical Therapy (MPT) program of the School of Physical Therapy, University of
Western Ontario. A modified Dillman approach was used to maximize participation in the
study.21 There were three recruitment prompts for the study - the initial notification, one week
later and then two weeks after the second prompt. The questionnaire was closed 4 weeks after
the first recruitment notification. Recruitment for the study occurred between June 1 and 28,
2018. This study was approved by the Health Sciences Research Ethics Boards at the University
of Western Ontario. Participation in the survey was voluntary and consent was implied through
questionnaire completion.
Participants
Physiotherapy students in the last year of a two-year Masters of Physical Therapy (MPT)
entry-to-practice degree program were eligible to participate. At the time of the survey, students
had completed all their academic course work and 900 hours in clinical placements. In the
academic course work, students had received one 2-hour lecture on “Physiotherapy and the
patient with dementia” in the first year of the program covering a basic overview of dementia
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diseases, prevalence, pathophysiology, pharmacological management, impact on the person and
their caregiver, and communication strategies.
Questionnaire Development
Qualtrics® software (Qualtrics, Provo, Utah) was used to develop the web-based survey.
The questionnaire items were based on existing literature of attitudes of health-care professionals
working with people with dementia and input from content and survey experts. Two
physiotherapists and six physiotherapy students evaluated the questionnaire for face and content
validity, and readability. The questionnaire was trialed in a cohort of physiotherapy students in
the year preceding the one that was surveyed. Minor revisions were made to the wording of
items based on their feedback. The average time to complete the survey was 12 minutes.
The final questionnaire consisted of 59 questions covering: 1) experience with people
with dementia prior to starting the physiotherapy program (8 items), 2) academic training in the
program (7 items), 3) knowledge of dementia using the Knowledge of Dementia Scale by Elvish
et al. 22 (16 items), 4) confidence in working with people with dementia using the Confidence in
Dementia Scale by Elvish et al. 22 (9 items), 5) attitudes based on the work by Staples and Killian
9

(10 items), 6) clinical experience working with people with dementia during program (6 items),

and 7) demographics (3 items). (See Appendix 1 for the questionnaire)
The seven questions on academic training were developed for the current study from the
work by Connaughton and Gibson.19 The Knowledge in Dementia 22 scale is a 16-item selfreport questionnaire. The scale has a maximum score of 16, with higher scores indicating better
knowledge. The Knowledge in Dementia Scale has demonstrated good internal consistency and
content validity.22 The Confidence in Dementia Scale 22 is a 9-item self-report questionnaire on
the person’s ability to work with a person with dementia in a given scenario. Each item is
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evaluated on a 5-point Likert scale with 1 indicating “not able” through to 5 indicating “very
able”. The Confidence in Dementia Scale has demonstrated good internal consistency and
content validity.22
The nine questions on attitude to rehabilitation potential and outcomes, and belief of how
disease severity impacted physiotherapy were derived from the work by Staples and Killian9.
The questions were modified to be applicable to physiotherapy students from the original paper
that evaluated practicing physiotherapists – (Two questions were removed, “Productivity
demands limit my ability to treat patients with Alzheimer’s disease/dementia” and
“Reimbursement is more restrictive for patients with Alzheimer’s disease/dementia as compared
to those without Alzheimer’s disease/dementia”). The first five questions ask for beliefs in
dementia using a 5-point Likert scale ranging from strongly agree to strongly disagree. The next
questions explored three of the belief statements in more detail as how physiotherapy treatment
is impacted by disease severity. Grading of disease severity was defined for respondents in the
questionnaire as per Staples and Killian 9: mild dementia – person having loss of short term
memory, decreased judgement, safety concerns, difficulty with mathematical calculations, and an
inability to comprehend abstract ideas; moderate dementia – person having difficulty with speech
and language, labile personality changes, changes in usual grooming habits, apraxia, urinary
incontinency, wandering, hallucinations or paranoia, and depression; severe dementia – person
having an inability to perform basic activities of daily living, inability to remember how to walk,
use the toilet, eat or swallow, minimal to no communication, immobile, and requires total care.
Analysis
Data from the Qualtrics® software were exported into an Excel (Microsoft Corp,
Redmond, Washington) file and then imported into IBM SPSS software (version 25, IBM Corp,
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Armonk, New York) for statistical analysis. A priori it was established that any questionnaires
with less than 80% of survey items completed would be removed from the analysis. Categorical
responses were summarized using frequencies and percentages and continuous variables were
summarized with means and standard deviations. Responses entered into text boxes were
reviewed to identify categories.
RESULTS
There were 59 students eligible to participate and 55 completed the online questionnaire
for a response rate of 93%. All completed questionnaires were entered into the data analysis. The
average age of the students was 25.3±2.1 years, 66% (n=36/55) female and the highest degree
earned prior to starting the physiotherapy program was a baccalaureate degree at 82% (n=45/55).
Exposure to People with Dementia Prior to Starting Physiotherapy Program
A paid or volunteer experience that included working with people with dementia prior to
starting the program was reported by 36% (n=20/55) of the students. The most common setting
where the students were exposed was 40% (n=8/20) in a nursing home. A little over half of the
students (n=11/20, 55%) rated the experience as positive, though 15% (n=3/20) felt neither
positive nor negative and 30% (n=6/20) reported the experience as negative. Working with
people with dementia was reported as having a positive impact on their view of people with
dementia needing access to and provision of rehabilitation in 95% (n=19/20) of students.
Personally knowing a person with dementia was reported by 51% (n=28/55) of students.
Interaction between the student and the person with dementia was rated a positive experience by
38% (n=11/28), neither negative nor positive for 47% (n=13/28) and negative by 15% (n=4/28).
The majority of students (n=27/28, 96%) indicated that knowing someone with dementia made a
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positive impact on how they viewed the need for access to and provision of rehabilitation to this
patient group.
Academic Training
On reflection of their experiences in clinical placements, 53% (n=29/55) felt the
academic training in the program was sufficient to allow them to effectively and empathetically
work with people with dementia. Sixty percent of students (n=33/55) identified pharmacological
management and communication strategies as insufficient for their needs.
Knowledge of Dementia
The average response on the Knowledge of Dementia scale was 13.9±1.8, with a range of
8 to 16. (Table 1) Eleven questions were answered correctly by more than 85% of the sample.
Confidence in Working with People with Dementia
Confidence ratings were the highest in situations where the person with dementia was
able to communicate verbally. (see Supplementary Table 1) Specifically, 82% (n=45/55)
students felt they were able to interact with a person with dementia when the person can
communicate well verbally. In contrast, only 31% (n=17/55) felt able to interact with a person
with dementia who could not communicate well verbally.
Attitudes for Working with People with Dementia
The majority of students (n=25/55, 46%) expected a diagnosis of dementia would
negatively impact functional recovery and 47% (n=26/55) reported they would have lower
expectations for a successful rehabilitation outcome. (see Supplementary Table 2) At the same
time, 80% (n=44/55) believed people with dementia should not be denied access to
rehabilitation. Only 6% (n=3/55) expressed an interest to preferably work with people with
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dementia and 44% (n=24/55) believed working with people with dementia would lead to stress
and burn out for themselves.
The impact of dementia on physiotherapy rehabilitation was nuanced when the severity
of dementia was considered. Forty-two percent (n=23/55) believed that moderate and severe
disease would negatively impact rehabilitation and 33% (n=18/55) believed only severe disease
would affect functional recovery. Seventy-one percent (n=39/55) felt the ability to learn was
limited in all disease severities, while 29% (n=16/55) identified only severe disease.
Experience working with people with dementia in clinical placements
The majority of students (n=52/55, 77%) reported working with people with dementia
during their clinical placements. Ninety percent (n=47/52) had experiences in the acute care
hospital setting and 58% reported occurrence in private clinics (n=30/55). People with dementia
comprised on average 12.8±18.9% of the students’ caseloads, with a range of 1% to 90%. Sixtyseven percent (n=35/55) noted their clinical preceptors commented and/or acted positively to the
people with dementia. Only 12% (n=6/55) students reported the clinical preceptor made negative
comments or acted negatively to the clients with dementia.
DISCUSSION
Our study demonstrated that a majority of students had been exposed to people with
dementia prior to starting physiotherapy through volunteer experience or by personally knowing
someone with dementia. In both cases, the experience had a positive impact on the students’
view of people with dementia having access to rehabilitation. Just over three quarters of the
students had experience through their clinical placements of working with people with dementia.
This finding highlights the importance of clinicians having the skills and abilities, even at the
entry to practice level, to be able to work effectively and confidently with people with dementia.
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There was a strong knowledge base demonstrated, though a wish for a greater repertoire of
communication strategies to be able to effectively work with people was highlighted. There was
also strong advocacy among the students to support people with dementia having access to
rehabilitation. Importantly, just over half of the respondents felt their training was adequate to
work with people with dementia, highlighting there is a need to develop more effective methods
for the delivery of information in the areas that students felt were inadequate. This is the first
study that the authors are aware of that has explored personal, educational and clinical
experiences and the attitudes of physiotherapy students before and during their training towards
people with dementia.
The students in our survey demonstrated very positive attitudes and strong advocacy for
people with dementia having access to rehabilitation services. The students also displayed a
nuanced understanding that disease severity can impact expectations, for example that people
with severe disease may have the greatest challenges in making gains in function during
rehabilitation compared to people with mild disease. In support of these attitudes is a growing
body of literature that people with dementia are able to make functional gains with intensive
inpatient geriatric rehabilitation across disease severity.23,24 Yet, very few student expressed an
interest to preferably work with people with dementia and 44% believed working with people
with dementia would lead to stress and burn out of themselves. The students in the sample only
received a single 2-hour lecture on physical therapy and the patient with dementia and only a
little over half of the student felt that their training was adequate. The work by Lorio et al.20
demonstrated that a 12-hour multimodal training program for physiotherapy students yielded
increased confidence and knowledge of working with people with dementia, this provides
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support for more comprehensive training in the curriculum prior to students going out on clinical
placements.
Unlike the results by Lusardi and Wong 12 that found physiotherapists had inaccurate
information about dementia, our sample scored very strongly on the knowledge of dementia
questionnaire. The differences in the results possibly reflect changes in the emergence and
interest of physiotherapy rehabilitation research in the area of care for people with dementia.
Additionally, the high public health profile of dementia has been accompanied with a
recommendation for competence of health-care professionals working with this patient
population.1 The current guidelines for curriculum content in Canadian university physical
therapy programs have dementia listed as a key indicator condition. Entry to practice
physiotherapists are expected to have understanding in etiology, pathophysiological mechanisms,
natural history, typical clinical presentation (signs/symptoms, impairments), differential
diagnoses, prognosis, current physiotherapy management and basic non-physiotherapy
management. The information presented in this paper can be used to help shape the weighting of
the content to provide physiotherapy students during their academic training with the focus that
has clinical relevance.25
Staples and Killian 9 found physiotherapists working in a nursing home setting had
increasing negative attitudes to working with people with dementia as the people declined
cognitively. Consistent with the research that has identified negative attitudes among physical
therapists to working with people with dementia, twelve percent of the students reported their
clinical preceptor had made negative comments or acted negatively to clients with dementia.
Staples and Killian found the negative attitudes reflected physiotherapists did not feel the
education, training and resources were sufficient to maximize outcomes in this patient
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population. The current study highlights the need for greater education among practicing
physical therapists as well as physical therapy students. Communication strategies were an area
in which the students lacked confidence. The use of an interprofessional-based format for the
delivery of education to students at the university level for this patient population should be
explored. Involving physical and occupational therapy and speech-language pathology students
using case studies could be helpful in the case of moderate and severe dementia to assist with
developing successful communication strategies.
There are several strengths and limitations that need to be addressed for this study. One
limitation is the results come from one class at one university, therefore they are not
representative of all physiotherapy students in Canada or students in other countries. We
recommend that further research be undertaken across multiple schools in different jurisdictions
to understand the experiences of students better. The scale developed by Staples and Killian9 on
attitude to rehabilitation potential and outcomes, and belief of how disease severity impacted
physiotherapy was modified to be applicable to physiotherapy students. The revised set of
questions therefore may not possess the same psychometric properties reported for the original
set of questions. The Strengths of the study include the high completion rate and our exploration
of experiences with people with dementia within and outside of their physiotherapy program. We
also included an open-ended question for the students to present in their own words what they
had learned from working with people with dementia.
CONCLUSIONS
The majority of students had worked with people with dementia before and during their
physiotherapy training, highlighting the prevalence of dementia and the need to understand the
attitudes to working with this patient group. Attitudes were generally positive to working with
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people with dementia and disease-based knowledge was strong. Students reported the greatest
confidence in working with people with dementia who had minimal communication deficits.
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Table 1. Responses by physiotherapy students on the Knowledge in Dementia Scale22. (n=55)

Question
1. Anger and hostility occur in dementia mostly
because the “aggression” part of the brain has been

Agree

Disagree

12 (22%)

43 (78%)

54 (98%)

1 (2%)

49 (89%)

6 (11%)

16 (29%)

39 (71%)

45 (82%)

10 (18%)

30 (55%)

25 (45%)

4 (7%)

51 (93%)

11 (20%)

42 (80%)

49 (89%)

6 (11%)

affected.
2. Dementia is a general term which refers to a
number of different diseases.
3. Dementia can be caused by a number of small
strokes.
4. People with dementia will eventually lose all their
ability to communicate.
5. People with dementia’s history and background
plays a significant part in their behaviour.
6. A person with dementia is less likely to receive
pain relief than a person without dementia when
they are in hospital.
7. People with dementia who are verbally aggressive
nearly always become physically aggressive.
8. When people with dementia walk it is usually
aimless.
9. Permanent changes to the brain occur in most types
of dementia.
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10. Brain damage is the only factor that is responsible
5 (9%)

50 (91%)

52 (95%)

3 (5%)

8 (15%)

47 (85%)

55 (100%)

0

1 (2%)

54 (98%)

52 (95%)

3 (5%)

3 (5%)

52 (95%)

for the way people with dementia behave.
11. Physical pain may result in a person with dementia
becoming aggressive or withdrawn.
12. People who have dementia will usually show the
same symptoms.
13. Currently, most types of dementia cannot be cured.
14. People with dementia never get depressed.
15. My perception of reality may be different from that
of a person with dementia.
16. It is possible to catch dementia from other people.

The questionnaire was scored on an agree/disagree scale (agree responses are given a score of 1
and disagree responses are given a score of 0) for each statement. Items 1, 4, 7, 8, 10, 12, 14, 16
are reversed scored, therefore disagreeing with the statement reflects a correct response.
Maximum score is 16, indicating better knowledge.
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Supplemental Online Material
Supplementary Table 1. Responses of physiotherapy students on the Confidence in Dementia Scale[22] (n=55).
Rating of Confidence
1

2

3

4

Not Able

5
Very Able

I feel able to understand the needs of a person with
5 (9%)

18 (33%)

26 (47%)

5 (9%)

1 (2%)

4 (7%)

14 (26%)

20 (36%)

15 (27%)

2 (4%)

7 (13%)

19 (34%)

17 (31%)

11 (20%)

1 (2%)

0

9 (16%)

18 (33%)

25 (46%)

3 (5%)

0

15 (27%)

24 (44%)

15 (27%)

1 (2%)

dementia when they cannot communicate verbally.
I feel able to interact with a person with dementia when
they cannot communicate well verbally.
I feel able to manage situations when a person with
dementia becomes agitated.
I feel able to identify when a person may have dementia.

I feel able to gather relevant information to understand
the needs of a person with dementia.
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I feel able to help a person with dementia feel safe during
0

7 (13%)

22 (40%)

21 (38%)

5 (9%)

1 (2%)

0

24 (44%)

25 (45%)

5 (9%)

1 (2%)

7 (13%)

11 (20%)

25 (45%)

11 (20%)

1 (2%)

0

9 (16%)

27 (49%)

18 (33%)

their stay in a hospital or inpatient setting.
I feel able to work with people who have a diagnosis of
dementia.
I feel able to understand the needs of a person with
dementia when they can communicate verbally.
I feel able to interact with a person with dementia when
they can communicate well verbally.
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Supplementary Table 2. Physiotherapy students’ attitudes to working with people with dementia (n=55).

Response
Question
I believe that a diagnosis of dementia negatively

Strongly
Agree
6 (11%)

19 (34%)

17 (31%)

12 (22%)

Strongly
Disagree
1 (2%)

1 (2%)

25 (45%)

9 (16%)

17 (31%)

3 (5%)

0

2 (4%)

9 (16%)

31 (56%)

13 (24%)

0

3 (6%)

18 (33%)

26 (47%)

8 (15%)

Agree

Undecided

Disagree

impacts functional recovery with rehabilitation
interventions.
My expectations for a positive outcome from
rehabilitation for a person with dementia are less
than a person without dementia.
Given that people with dementia have a limited
ability to learn, I believe intensive inpatient
rehabilitation treatments should not be offered.
Compared to other patient groups, I think I would
prefer to work with people with dementia upon
graduation.
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I think working with people with dementia would

5 (9%)

19 (34%)

17 (31%)

13 (24%)

1 (2%)

lead to stress and burn-out for me.
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Appendix 1: Questionnaire administered to physiotherapy students to evaluate attitudes to working with patients with dementia.
A. Exposure to people with dementia prior to starting your physiotherapy degree program
The next section asks questions about your experiences of knowing and working with people with dementia prior to entering
physiotherapy school.
17. Prior to starting your physiotherapy program, did you have any paid or volunteer experience working with people with dementia?
Yes (GO TO Q2) No (Go to Q9)
18. Please indicate the setting where you worked with people with dementia?
Home care
Acute care hospital
Rehabilitation hospital
Private outpatient clinic
Nursing home/long term care facility
Other _____________________
19. How would you rate your experience working with people with dementia?
Mostly negative

Somewhat negative

Neither negative or positive Somewhat positive

Mostly positive

20. Has working with people with dementia made a positive impact on how you view the need for giving access to and providing
rehabilitation to people with dementia?
Yes

No

21. Do you personally know someone with dementia (e.g., a family member)?
Yes (If YES, go to Q7)

No (GO TO next section with Q9)

22. How often did you/do you have contact with this person(s) with dementia (e.g., a family member)?
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Never

Rarely

Sometimes

Often

Very Often

23. How would you rate your interactions with this person(s) with dementia?
Mostly negative

Somewhat negative

Neither negative or positive Somewhat positive

Mostly positive

24. Has knowing someone with dementia made a positive impact on how you view the need for giving access to and providing
rehabilitation services to people with dementia?
Yes

No

B. Academic training
The next section asks questions about the in-class training/education you received during your entry-level physiotherapy program. In
the next six questions, please indicate if you feel the training you received during your physiotherapy degree program was sufficient
or insufficient to allow you to effectively work with people with dementia after you graduate?
Question
25. Basic overview of common dementia diseases

Sufficient

Insufficient

26. Prevalence of common dementia diseases
27. Pathophysiology of dementia diseases
28. Pharmacological management of dementia
29. Impact of dementia on the individual and their care-giver’s physical well-being
30. Communication strategies to engage the person with a dementia disease

31. Overall, do you feel that the academic training you received in your degree program was sufficient to allow you to effectively and
empathetically work with people with dementia after you graduate?
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Yes

No

C. What Do You Understand About Dementia
In this section, we would like you to complete the Knowledge in Dementia Scale [Elvish et al.] in order for us to capture your
understanding of dementia diseases. Please answer either “agree” or “disagree” to each of the following statements.
Question
32. Anger and hostility occur in dementia mostly because the “aggression” part of the brain
has been affected.
33. Dementia is a general term which refers to a number of different diseases.

Agree

Disagree

34. Dementia can be caused by a number of small strokes.
35. People with dementia will eventually lose all their ability to communicate.
36. People with dementia’s history and background plays a significant part in their
behaviour.
37. A person with dementia is less likely to receive pain relief than a person without
dementia when they are in hospital.
38. People with dementia who are verbally aggressive nearly always become physically
aggressive.
39. When people with dementia walk it is usually aimless.
40. Permanent changes to the brain occur in most types of dementia.
41. Brain damage is the only factor that is responsible for the way people with dementia
behave.
42. Physical pain may result in a person with dementia becoming aggressive or withdrawn.

43. People who have dementia will usually show the same symptoms.
44. Currently, most types of dementia cannot be cured.
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45. People with dementia never get depressed.
46. My perception of reality may be different from that of a person with dementia.
47. It is possible to catch dementia from other people.

D. Confidence in working with people with dementia.
In this section, we would like you to complete the Confidence in Dementia Scale [Elvish et al.]. Please answer each statement using
the 5 point scale, such that 1 indicates “not able” and 5 indicates “very able”.
1
Not Able

2

3

4

5
Very Able

48. I feel able to understand the needs of a person with dementia
when they cannot communicate verbally
49. I feel able to interact with a person with dementia when they
cannot communicate well verbally
50. I feel able to manage situations when a person with dementia
becomes agitated
51. I feel able to identify when a person may have dementia
52. I feel able to gather relevant information to understand the needs
of a person with dementia
53. I feel able to help a person with dementia feel safe during their
stay in a hospital or inpatient setting
54. I feel able to work with people who have a diagnosis of dementia
55. I feel able to understand the needs of a person with dementia
when they can communicate verbally
56. I feel able to interact with a person with dementia when they can
communicate well verbally
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E. Attitudes to Working with People with Dementia
For the next six questions please indicate how strongly you agree with each statement.
57. I believe that a diagnosis of dementia negatively impacts functional recovery with rehabilitation interventions.
Strongly agree

Agree

Undecided

Disagree

Strongly disagree

58. My expectations for a positive outcome from rehabilitation for a person with dementia are less than a person without dementia.
Strongly agree

Agree

Undecided

Disagree

Strongly disagree

59. Given that people with dementia have a limited ability to learn, I believe intensive inpatient rehabilitation treatments should not be
offered.
Strongly agree

Agree

Undecided

Disagree

Strongly disagree

60. I have sufficient training and knowledge to work with people diagnosed with dementia after graduation.
Strongly agree

Agree

Undecided

Disagree

Strongly disagree

61. Compared to other patient groups, I think I would prefer to work with people with dementia upon graduation.
Strongly agree

Agree

Undecided

Disagree

Strongly disagree

62. I think working with people with dementia would lead to stress and burn-out for me.
Strongly agree

Agree

Undecided

Disagree

Strongly disagree

In the next section, please rate your belief as to which severity of dementia, if any, would impact various dimensions of physical
therapy. We have provided standard definitions of disease severity to assist with answering the questions.
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Mild dementia is defined as the person having loss of short term memory, deceased judgment, safety concerns, difficulty with
mathematical calculations, and an inability to comprehend abstract ideas.
Moderate dementia is defined as the person having difficulty with speech and language, labile personality changes, changes in usual
grooming habits, apraxia, urinary incontinency, wandering, hallucinations or paranoia, and depression.
Severe dementia is defined as the person having an inability to perform basic activities of daily living, inability to remember how to
walk, use the toilet, eat or swallow; minimal to no communication, immobile, and requires total care.

Which of the following severity of dementia do you
believe…. (CHECK ALL THAT APPLY)

Mild

Moderate

Severe

None of
them

Don’t
know/Not
sure

63. Negatively impacts functional recovery with rehabilitation
interventions is?
64. Leads to lower expectations for a positive outcome from
rehabilitation?
65. Results in a limited ability learn while in rehabilitation?
66. You have sufficient training and knowledge to work with
after graduation is?
F. Clinical Experience
The next section asks questions about your clinical placement experiences during the two years of your entry-level physiotherapy
degree program.
67. Did you have any clinical placements where you worked with older adults with dementia?
Yes (GO TO Q52)

No (GO TO Q57)

68. In what setting(s) did you work with the adults with dementia? (CHECK ALL THAT APPLY)
Home care
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Acute care hospital
Rehabilitation hospital
Private outpatient clinic
Nursing home/long term care facility
Other _____________________
69. What percentage of your caseload was comprised of patients with dementia?
____% (Respondent enters a number)
70. Did you observe your clinical preceptor comment about and/or act positively towards older adults with dementia?
Yes
No
71. Did you observe your clinical preceptor comment about and/or act negatively towards older adults with dementia?
Yes

No

72. Do you have an interest in working with older adults with dementia after graduating?
Yes

No

G. Demographic Information
The following section asks about sociodemographic information.
73. Gender
74. Age

Male

Female

Other

___ years

75. What was the highest degree you earned prior to starting your studies in physiotherapy? (CHECK ONE)
Baccalaureate
Thesis-based Masters (research)
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Non-thesis based Masters
Research Doctorate (PhD)
Other ____________
End of Survey
You have completed the survey. Thank you for taking the time to participate in the survey.
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